INTRODUCTION
Peptic ulcer is a common ailment in this southern region of Rajasthan; the reason may be hard water and food habits which is very spicy. Perforation is the commonest complication; emergency surgical intervention is always required to save life. Crisp's description of PPU in 1843, still stands true even today. [1] [2] [3] [4] Ulcer perforation was a lethal disease until surgical treatment was introduced at the turn of centaury. Mikulicz sutured a perforated gastric ulcer for the first time in 1880 and suture is still the most common treatment for ulcer perforation. The revolution in the ulcer treatment that occurred with the discovery of Helicobacter pylori has not yet led to any detectable changes in incidence of ulcer perforation. 5, 6 The incidence of peptic ulcer disease has fallen in recent times. 7, 8 Despite this and recent advances in both diagnosis and management of peptic ulcer disease, like improvement in endoscopic facilities, eradication of H. pylori, use of proton pump inhibitors, complication as PPU is frequent and remains a substantial health problem and this may be due to risk factors. The aim of this retrospective study was to evaluate the total number of 373 perforated peptic ulcer cases managed in this institute from January 2009 to December 2014.
Risk factors

Smoking
Smoking seems to be major risk factor for ulcer perforation. [9] [10] [11] Bidi smoking is a common habit in our area. In our study the bulk of patients were from rural areas, where both male and female are bidi smokers. Doll et al showed that smokers had a threefold higher mortality than nonsmokers and excess mortality in PPU can be attributed to smoking related diseases. 12 Smoking inhibits pancreatic bicarbonate secretion, resulting in increased acidity in the duodenal bulb, it also inhibits the healing of duodenal ulcers.
13,14
Use of non-steroidal anti-inflammatory drugs
Another well documented and important risk factor for PPU is use of NSAIDs. Five to eight times increased risk has been reported for NSAIDs users.
15,16
Alcohol consumption
Alcohol consumption is associated with increased risk of PPU, especially in male patients. Alcohol is a noxious agent causing gastric mucosal damage, stimulates acid secretion and increases serum gastrin level. 17 Use of corticosteroids in 6 cases was the cause; it was used for some medical disorders.
METHODS
All patients were studied, who were diagnosed and operated for PPU in our institute, Geetanjali Medical College and Hospital, Udaipur, Rajasthan, India, a tertiary hospital with 1100 beds. The details of patients who presented from January 2009 to December 2014 were retrieved retrospectively from medical record department and operation theater records. Case history and detailed clinical examination of patients were evaluated. Investigations viz. blood CBC, RBS, serum urea, creatinine, BT, CT, Electrolytes, HbsAg, HIV, urinalysis, ECG, X-ray chest P.A. view and X-ray flat plate abdomen in erect posture were carried out. In some cases -119, USG was also done, but it was not a mandatory practice. Diagnosis of PPU was made from history, clinical examination, abdominal distension, upper abdominal tenderness, rigidity and obliteration of liver dullness. Signs of peritonitis noted. Radiological investigation viz. X-ray chest and X-ray abdomen in erect posture showing free gas under the dome of diaphragm, more obviously on right side clinched the diagnosis. After admission in surgical ward or in surgical intensive care unit as per patient's general condition, all the patients were resuscitated by continuous nasogastric suction (rules tube suction), intravenous fluids, intravenous broad spectrum antibiotics, metronidazole and proton pump inhibitors. Adequate hydration achieved with urine output 30 -40 ml/hour. After adequate resuscitation, laparotomy under endotracheal general anaesthesia was performed through midline incision, mostly supraumbilical. Perforation was identified, noted the site viz. gastric, prepyloric or duodenal with its size.
Simple closure of perforation with commonly 3 sutures with nonabsorbable silk suture was done and reinforcement with free or pedicle omental patch (graham's omentopexy).In larger perforation (more than 1 cm. size), omental plugging was done. Thorough peritoneal lavage was done with 3-4 liters normal saline and removal of all food debris and easily removable flakes. In most of the cases mostly two abdominal drains were put, one sub hepatic and other in pelvis, but at times only one drain was put in pelvis. In 4 patients, only drains were put as they were in severe shock. Conservative management was advocated by Taylor in 1946, but it is not generally accepted. 18 No patient was treated by definitive surgery for peptic ulcer by truncal vagotomy and drainage procedure or gastric resection. Almost all operations were performed by consultant faculty members. In 6 patients, the surgery was performed laparoscopically, as all surgeons are not well versed with laparoscopic procedure and in emergency it was not routinely done. Data were analysed using a questionnaire proforma, including patient's demographic details (age, sex), rural or urban, associated premorbid illness, previous history of PUD and faulty treatment, use of NSAID, cortisone and, alcohol use, smoking (bidi or cigarette) time between onset of symptoms and surgery, site of perforation, type of surgical procedure, postoperative complications and mortality.
RESULTS
Out of 373 patients treated by exploratory laparotomy through midline incision. Duodenal perforation was commonest 343 (91.95%), prepyloric 19 (5%) and gastric 11(2.95). Ulcer size ranged from .05 cm to 2.5 cm. The biopsy was taken from larger ulcers found in stomach on its lesser curvature, but none was malignant. The commonest post-operative complication was surgical site infection in 118 (31.6%) cases. It was mainly because of per operative spoilage of wound by intraperitoneal purulent fluid and food particles, in spite of all precautions.
Wound dehiscence occurred in 17 (4.55%) cases which required secondary suturing. Pulmonary infection, pneumonia occurred in 16 (4.28%) patients, but reactionary pleural effusion occurred in 93 patients (24.9%) which caused cough in patients, but recovered and absorbed in time. Acute renal failure happened in 2 cases (0.5%) requiring dialysis and survived.
Reperforation occurred in 2 patients and both had drains in situ and survived after 20 days in hospital stay with parenteral therapy. 1 patients developed jaundice and died of hepatorenal failure (Table 7) . 
DISCUSSION
In this retrospective study of 373 patients over a period of 6 years the average incidence is 60 patients annually. As PUD and PPU is quite frequent in our part of state, may be because of spicy foods, smoking, alcohol use, irregular and inadequate treatment for PUD and most of patients were from rural areas where ill literacy is still prevalent and proper medical facility is lacking.
In our study PPU was more found in middle age group, from 30-50 years age and also mostly the patients were male, as was observed in other studies also. 13, 18 Male predominance may be attributed to use of alcohol and smoking. NSAIDs also play an important role, in elderly patients in particular. It may be because of frequent and indiscriminate use for pains. NSAIDs inhibit prostaglandin synthesis which reduces gastric mucosal blood flow. 19 Preoperative H. pylori determination was not done, because of emergency nature of disease, but all patients were discharged with treatment regimen for14 days for H. pylori and then continuous use of PPI for another three months. In many cases post-operative endoscopy was performed on follow-up. Only 21% patients gave history of previously diagnosed PUD, but about 50% had history of occasional epigastric pain and dyspepsia. These patients were on irregular and inadequate treatment. Patients with no particular history of PUD are more likely to have PPU, as they take no treatment and dietary precautions.
Most of the patients present late for treatment, after more than 24 hours. This may be attributed to lack of awareness of the disease, patients take some medication for pain locally at home and continues to eat and also the clinicians they consult at smaller places may not had suspected perforation. They only reach to higher centers when the pain becomes unbearable.
All most all patients, 363 (97.31%) presented with severe abdominal pain, more in epigastrium, duration ranged from 1 day to 5 days, vomiting in 262 (70.24%), abdominal distension 309 (83%), constipation especially in those who presented late 186(50%), fever 63 patients (17%), because of peritonitis. 116 patients (31%) came in shock which improved with resuscitation. Signs of peritonitis viz. generalised abdominal tenderness, guarding, rigidity and rebound tenderness were found in all most all cases, 370 (99%) ( Table 3) . Diagnosis was mainly established by history, clinical examination and radiological evidence of gas under the dome of diaphragm (pneumoperitoneum) found in X-ray chest and plain X-ray abdomen in erect posture.
CONCLUSION
Perforation of peptic ulcer is frequent surgical emergency and requires awareness and prompt management and operation. It mostly affects young and middle aged males 
